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Background:  Constrictive pericarditis (CP) is characterized by a rigid, noncompliant pericardium that prevents adequate diastolic filling of 
the ventricles and can result in congestive heart failure. Establishing accurate diagnosis is critical, as pericardiectomy can be curative.
case:  A 43-year-old male presented with a 6 month history of progressively worsening shortness of breath, and fluid retention. His past 
medical history included diabetes, morbid obesity, and tobacco use. Physical exam bibasilar rales, 1-2/6 holosystolic murmur at the left 
lower sternal border, 4+ bilateral pedal edema, elevated JVP with prominent x and y decent.
decision Making:  Echocardiography showed normal systolic function, and elevated filling pressures, but due to the patient’s body habitus, 
definitive diagnosis could not be established. Given that CP was still high on the differential; we proceeded with hemodynamic cardiac 
catheterization. Right heart catheterization demonstrated a characteristic “square-root sign”, severely elevated filling pressures, and 
equalization of diastolic pressures in all four chambers. Simultaneous left ventricular, pulmonary capillary wedge and left, right ventricular 
pressures showed dissociation of intrathoracic and intracardiac pressures with inspiration and enhanced ventricular interdependence. 
Severe pericardial calcification and epicardial fixation of all three coronary arteries were noted on fluoroscopy and angiography. These 
findings are consistent with CP. The patient underwent pericardiectomy. Further work-up revealed elevated TSH (46 mIU/L), tissue cultures 
were negative for infectious etiology. Patient was started on thyroid hormone replacement therapy, and on 3 months follow-up, he remains 
free of symptoms.
conclusion:  A comprehensive physical examination in a patient with volume overload is critical, especially when screening tests such as 
echocardiography cannot adequately establish the diagnosis. In these situations, invasive hemodynamic testing is necessary to establish 
or refute the diagnosis of CP. Here we describe a case of severe constrictive pericarditis, in a patient with long standing hypothyroidism.
